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This paper is part of a series which describes the develop-
ment of community mental health care in regions around the 
world (see 1). It is one of the products of the Task Force ap-
pointed by the WPA, as part of its Action Plan 2008-2011 
(2,3), to produce a Guidance on Steps, Obstacles and Mis-
takes to Avoid in the Implementation of Community Mental 
Health Care. The purpose, methods and main findings of this 
Task Force have been previously published in this journal 
(4). In this article, we describe these issues in relation to the 
World Health Organization (WHO) European region. 
The WHO European Region consists of 53 countries and 
over 886 million people (5). It includes the former EU-15 
countries (the fifteen countries that have been part of the 
European Union (EU) since before 2004), the 12 countries 
that joined the EU from 2004 onwards, the 11 countries of 
the Commonwealth of Independent States (CIS) (which in-
corporates most of the former Soviet Union’s member states), 
eight countries from South-Eastern Europe, and seven non-
EU high income countries (see Table 1). Generally speaking, 
there is an economic divide across Europe, with most of the 
high income countries (n=30) amongst EU (especially EU-
15) countries and other primarily Western countries, all of 
the low income (n=3) and lower-middle income countries 
(n=7) in the non-EU Eastern parts of the region (most of 
which are CIS countries), and many of the upper-middle in-
come countries (n=13) in the post-2004 EU countries and 
South-Eastern Europe (6).
Mental health problems are common and have a huge eco-
nomic and social impact across Europe, with at least 25% of 
people in the region experiencing a mental disorder over their 
lifetime (7). In 2004, neuropsychiatric disorders accounted 
for 19.1% of all disability-adjusted life-years (DALYs), and 
39% of all first-ranked cause of years lived with disability 
(YLD) (8). Unipolar depression alone was the third leading 
cause of DALYs (after ischaemic heart disease and cerebro-
vascular disease), accounting for 5.6% of DALYs in the region 
(9). Suicide rates are also high across the region, with a prev-
alence rate of 14.01 per 100,000 population in 2007 (5), and 
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contributing 2% of total DALYs and 1.6% of all deaths in 
2004 (8).
MEntaL hEaLth poLiciEs and LEgisLation 
Following various mental health treaties, action pro-
grammes and plans within the EU throughout the 1990s and 
early 2000s (9), a significant milestone in the development 
and reform of mental health policies across Europe was the 
Mental Health Declaration for Europe (10) and the Mental 
Health Action Plan for Europe (11) in 2005. Here all Euro-
pean health ministers acknowledged mental health as a pri-
ority area, recognized the need for evidence-based mental 
health policies, defined a broad scope for these policies, 
committed themselves to the development, implementation 
and reinforcement of such policies, and proposed twelve ac-
tion areas and milestones to be implemented by 2010. This 
included a commitment to develop community-based mental 
health services, to downgrade large mental institutions, and 
to integrate mental health services into primary health care. 
Most countries in Europe (around 83%) now have a men-
tal health policy in place (see Table 1), with around 89% of 
the population in the region covered by 2005 (13). Similarly, 
almost all countries (over 95%) now have mental health leg-
islation in place (see Table 1), with around 90% of the popu-
lation covered by 2005 (13). Specific policies, strategies or 
plans for the development of community mental health ser-
vices, as well as for the downgrading of large mental hospi-
tals, and an integration of mental health into primary care, 
have now been developed in at least two thirds of European 
countries (see Table 1). 
However, there are still large differences in policies be-
tween countries, and whilst in many countries policies have 
been updated in recent years to fit in with changing ideals of 
mental health service provision (with around half of the 
countries with mental health policies in place having either 
adopted new, or updated existing, policies since 2005), oth-
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ers are out-of-date and in need of improvement (17). What is 
more, although around 40% of countries with mental health 
legislation in place have updated their legislation or adopted 
new legislation since 2005, around one quarter of countries 
still have legislation in place that is over 10 years old (see 
Table 1).
REsEaRch in thE REgion
Research evidence from systematic reviews and random-
ized controlled trials (RCTs) evaluating community mental 
health services across the region is displayed in Tables 2 and 
3. Overall, this evidence suggests that, in principle, commu-
nity-based mental health care is effective. There is some evi-
dence for the effectiveness of an integration of mental health 
into primary health services across different models of care, 
as well as for community mental health teams, assertive com-
munity treatment, intensive case management, crisis inter-
vention, and supported employment. However, high-quality 
evaluative evidence for other mainstream or specialized 
community mental health services is inconsistent or missing. 
In fact, for most European countries, there is a dearth of 
high-quality research on community-based mental health 
services, with most RCTs in the region having been conduct-
ed in the UK (around 80%) and a few other high-income 
countries. Findings may therefore not be applicable to other 
countries. Moreover, results may be difficult to compare 
across studies due to a lack of clarity about the model of care 
(18,19), differences between control treatments (18), or an 
overlap of components of community-based treatment with 
standard treatment (and therefore differences in outcomes 
being reduced) (19). Further issues are that services assessed 
in studies are often not sustained (19), and that there is a lack 
of studies assessing cost-effectiveness of services. 
Other than trials of effectiveness, there have been some 
observational and qualitative studies conducted in Europe 
(mostly in the UK). These have shown that home treatment 
is viewed positively by service providers (44), and that spe-
cific community mental health services, such as women’s 
crisis houses, are highly valued by service users (45). Some 
of the processes that may be important to the effectiveness 
and sustainability of community mental health services have 
also been identified in this way, including staff satisfaction 
(47), views on interdisciplinary working (46-51), and in-
volvement of service user views (52-60). 
ovERviEw of MEntaL hEaLth sERvicEs 
Generally, a wide range of community mental health ser-
vices exists within Europe, with at least some available in 
every country. However, whilst a few countries lead the way 
in the successful implementation of community-based men-
tal health services according to an evidence-based “balanced 
care model” that integrates elements of community and hos-
pital services (4,61-65), in many others access to community-
based services is still very limited and may commonly consist 
of small pilot projects (12).
Broadly speaking, consistent with economic differences 
across the region, the division is mostly between the Eastern 
and Western countries of Europe. In the EU-15 countries and 
other predominantly Western high income countries, follow-
ing a move towards human rights, social inclusion and em-
powerment over the last few decades, a large array of multidis-
ciplinary community-based services may be available to people 
with mental health problems, with most patients being treated 
outside of mental institutions (5). In line with the “balanced 
care model” approach, the mental hospitals that do exist in 
these countries are often relatively small, close to communities 
(12), and usually located in acute wards in general hospitals, 
with hospital stays reduced as far as possible (9,61). 
In the low or lower-middle income non-EU countries of 
Eastern Europe, in particular the CIS countries, access to 
community-based care tends to be far more limited. Large 
mental health institutions are commonly still the mainstay of 
the mental health care system (5), and community mental 
health services are often restricted to polyclinics or dispensa-
ries attached to a psychiatric office. Where any additional 
community-based services exist, these are often implemented 
by non-governmental organizations (NGOs) or international 
agencies. The range and quality of mental health services in 
the post-2004 EU countries and other middle income coun-
tries tend to lie somewhere between those of the EU-15 and 
CIS countries. However, the boundaries of this divide are 
blurry, and no two countries in the region have the exact 
same mental health system in place.
inpatient services
In general, the number of psychiatric beds has been de-
creasing steadily across Europe and mental hospitals are in-
creasingly being closed down (7). However, in some coun-
tries this process has been much slower than in others (9,17). 
Although inpatient services in mental hospitals still exist in 
almost all European countries (the exceptions are Italy, Ice-
land, Andorra, Monaco and San Marino), the number of 
psychiatric beds and the balance between beds in mental 
institutions and inpatient community-based facilities varies 
greatly between countries (see Table 1). Whilst in some coun-
tries the small number of inpatient beds is due to the substan-
tial progress that has been made in replacing mental hospi-
tals with community-based care (the UK and Italy for ex-
ample), in others (such as Albania and Turkey) the small 
number of beds reflects a lack in funding and a deficit in 
service provision for mental health overall. Other countries, 
primarily EU-15 countries such as Belgium, France, Germa-
ny, and the Netherlands, have a combination of large num-
bers of inpatient beds and community services (12). How-
ever, in most European countries (in particular those in East-
ern parts) institutional care still outweighs community care 
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by far, with around two thirds of all psychiatric beds across 
the region still located in mental hospitals (7).
Mental health in primary health care
Whilst all countries in the European Region increasingly 
have mental health services integrated into primary health 
care (see Table 1), the extent of this varies widely. In many 
countries the primary health care system for mental health is 
still inadequate (12), and even in high income countries the 
provision of mental health services within primary care has 
often been found to be less than optimal (66). Mental health 
training for primary care staff is only available in around two 
thirds of countries (12), and is often insufficient, which fre-
quently results in mental health problems not being recog-
nized or treatment methods being unknown (7,9). 
Table 2  Overview of systematic reviews evaluating community mental health services in the European Region
Authors Service evaluated N. studies  
included
Main outcomes
Burns et al (18) Community care (range of services) 
compared to admission
91 Benefits in terms of days hospitalized (regardless of service type)
Inconclusive in terms of cost-effectiveness
Wright et al (19) Community care (components of care 
related to effectiveness)
55 Regular home visiting and taking responsibility for both health and 
social care associated with reduced hospitalization (regardless of 
service type)
Harkness and Bower (20) On-site mental health workers in 
primary health care (replacement 
model) compared to off-site mental 
health services
42 Small and inconsistent reduction in number of consultations with 
primary care providers, psychotropic prescribing, prescribing costs 
and rates of referral
No effects on prescribing or referrals in the wider patient population
Cost-benefits unclear
Gilbody et al (21) Collaborative care compared to usual 
care
34 No significant predictor of antidepressant use
Key predictors of depression symptom outcomes were systematic 
identification of patients, professional background of staff and 
specialist supervision
Malone et al (22) Community mental health teams 
compared to non-team standard care 
(delivered as community, outpatient or 
hospital treatment)
3 Reduction in hospital admissions and number of deaths by suicide
Promoted greater acceptance of treatment
Marshall et al (23) Case canagement compared to 
standard community care
10 Increased number of patients remaining in contact with services
Greater proportion of patients hospitalized
No significant benefits on psychiatric or social variables
Cost-effectiveness inconclusive
Marshall and Lockwood (24) Assertive community treatment 
compared to standard community 
care, hospital-based rehabilitation, or 
case management
20 Improves outcome and patient satisfaction
Reduces costs of hospital care for high users of in-patient care
Burns et al (25) Intensive case management compared 
to standard care for people with 
serious mental disorders
29 Small but statistically significant reduction in days spent in hospital 
overall, but large variation between studies
Largest effects when patients had high hospital use at baseline, and 
the more closely treatment adhered to principles of assertive 
community treatment
Setting of trial did not have effect
Marshall and Lockwood (26) Early intervention for psychosis 7 Evidence of poor quality overall and studies not comparable due to 
different intervention approaches taken
Irving et al (27) Crisis intervention and resolution 
teams (delivered as part of an on-going 
home treatment package)
5 Reduction in admissions
May be less expensive than standard care, but more data is needed to 
confirm this
Macpherson et al (28) Community-based residential care (24-
hour staffed) compared to standard 
hospital care
1 Patients more likely to use social facilities and spent more time in 
socially constructive facilities (such as self-care, eating with group)
Study was small and of poor quality
Marshall et al (29) Acute day hospital care compared to 
inpatient care
9 At least one fifth of patients admitted to inpatient care could be cared 
for in an acute day hospital
More rapid improvement in mental state, but not social functioning 
Less expensive
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community mental health services
Although there is a definite trend towards an increase in 
community-based mental health services and a decrease in 
institutional care (12), the pace and scale at which this is oc-
curring, as well as the quality of services, varies widely through-
out the region (7,17). For instance, at least 85% of countries 
now report having mental health day care, but in some coun-
tries such services tend to be attached to long-term mental 
hospitals or may be very limited in number, while in others 
there may be a variety of day care services available in a selec-
tion of community settings (12). Furthermore, access to such 
services may be very limited within countries, especially in the 
Eastern parts of the region (12). Variables such as location, 
age, gender, ethnicity, employment status, type of diagnosis, 
educational background or socioeconomic status may deter-
mine whether care, and what type of care, is received (7,9, 
12,67,68). One example of this is that more services tend to be 
available in urban areas compared to rural settings.
LEssons LEaRnEd and REcoMMEndations 
We present here an overview of the lessons learned in the 
implementation of community mental health services across 
Europe, as well as recommendations for the region in the 
future. Specific steps on how to facilitate and implement 
these can be found in the WPA Guidance (4).
Table 3  Overview of randomized controlled trials (RCTs) evaluating community mental health services in the European Region
Authors Service evaluated Country,  N. subjects Main outcomes
Richards et al (30) Collaborative care compared to 
usual care
UK, 114 Reduction in symptoms for depressive patients
Killaspy et al (31,32)
McCrone et al (33)
Assertive community treatment 
compared to usual care from a 
community mental health team
UK, 251 No difference in the need for in-patient care, clinical or social 
outcomes
More contact with patients involved, but no difference in costs
Increased client satisfaction and engagement with services
Morrison et al (34) Early intervention in patients with 
prodromal symptoms (cognitive 
behaviour therapy compared to 
monitoring only)
UK, 60 No difference in leaving the study early or transition to 
psychosis
Agius et al (35) Assertive early intervention 
compared to standard community 
mental health team
UK, 125 Range of benefits over three years, but study not fully 
randomized and patients were unusually engaged with services 
(so results should be treated with caution)
Petersen et al (36)
Bertelsen et al (37)
Intensive early intervention 
compared to standard treatment in 
patients with first episode 
schizophrenia
Denmark, 547 Improved clinical outcome at two years, but effects not 
sustained at 5-year follow-up
Differences in the proportion of patients living in supported 
housing and days in hospital in favour of early intervention  
at 5-year follow-up
Johnson et al (38)
Cotton et al (39)
Crisis resolution team (24-hour 
short-term care) compared to 
standard care in patients who were 
experiencing a crisis severe enough 
to be eligible for admission
UK, 260 Reduction in admissions
Patients most likely to be admitted to hospital were those who 
were uncooperative with initial assessment, were at risk of self-
neglect, had history of compulsory admission, were assessed 
outside usual office hours and/or were assessed in hospital 
casualty departments
Increased patient satisfaction
Priebe et al (40) Acute day hospital care compared to 
conventional wards
UK, 260 Greater improvement in psychopathology at discharge, but not 
at follow-up
Higher patient treatment satisfaction at discharge and after 3 
months, but not after 12 months
More expensive
Burns et al (41,42)
Catty et al (43)
Vocational rehabilitation services 
(supported employment) compared 
to other high-quality vocational 
services
UK, Germany, Italy, 
Switzerland, Netherlands, 
Bulgaria; 312
Competitive employment obtained more often, jobs kept longer 
and more hours worked
More unwell people helped into work
Working associated with better clinical and social outcomes at 
18 months
Patients with previous work history, fewer met social needs and 
better relationships with their vocational workers were more 
likely to obtain employment and work for longer
Note: Where there has been a systematic review published of a particular service, only those RCTs are displayed which were conducted after the review
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treatment gap
Clinical experience and research evidence have shown 
that the implementation of community mental health ser-
vices according to a “balanced care model” is possible and 
desirable (4,61-65). However, there is still a gap between 
population need and actual service provision across Europe, 
both between and within countries (67,68). To reduce the 
gap between the Eastern and Western parts of Europe and to 
scale up services across the region, the focus should be on 
the development of community-based services in the low and 
middle income countries, whilst sustaining and improving 
services in high income settings. Furthermore, equal access 
for all needs to be ensured within countries, that is across 
different regions and subgroups of the population (9,12). 
Changes in service provision should be carefully planned to 
ensure gradual, balanced and sustainable reform, which 
takes into account local conditions and resources, as well as 
the cultural context (61,64).
One important factor in making services accessible to 
whole populations is the continued integration of mental 
health services into primary health care, and an improvement 
in the quality of care within these systems. This may be facili-
tated by ensuring that there are sufficient numbers of primary 
care staff, regulating training, organizing adequate and ongo-
ing supervision of primary care staff by mental health profes-
sionals, addressing staff attitudes, and by developing and 
managing coordinated support networks with specialized 
community mental health services and other relevant sectors 
(such as social welfare, health, housing and employment, as 
well as NGOs and the private sector) (7). 
human rights, stigma and social inclusion
The lack of adequate community mental health services in 
some parts of Europe may lead to the social isolation of people 
with mental health problems, or even a violation of their hu-
man rights through neglect and abuse (12). Even in high in-
come countries (where community services tend to be more 
established), people with mental health problems may still be 
subject to stigma, prejudice and discrimination (7). National 
programmes and plans should therefore be implemented to 
ensure that the human rights of people with mental disorders 
are upheld, their social inclusion and full integration into so-
ciety (including in the workplace) is encouraged, and stigma 
and discrimination are reduced. These may include public 
mental health promotion, advocacy and awareness-raising 
programmes, both for the general population (for instance 
through media campaigns) as well as for health staff and per-
sonnel in the other relevant sectors mentioned above (7,9-12). 
Furthermore, care services should be monitored and reviewed 
regularly to ensure that human rights standards are upheld 
(12). Importantly, the views of service users, their families and 
carers (as well as any other stakeholders) should be included 
in the planning and implementation of policies, and in service 
development, monitoring and provision (7,9,12,61,64). Cur-
rently, service user involvement is highest amongst EU-15 and 
other EU countries, but is only in the early stages of develop-
ment in most Eastern European countries (12). 
Legislation, policies, plans and programmes
One of the first steps in ensuring fair access to services for 
all is the formulation of carefully planned mental health legis-
lation and policies that take into account a wide range of 
stakeholders’ views (9). Even though there has been much 
progress in recent years, several countries in the European 
Region still do not have adequate mental health legislation 
and policies in place. Comprehensive new national policies 
and legislation (including mental health promotion, preven-
tion and advocacy) should be developed where these are ab-
sent, and older existing mental health policies and legislation 
should be updated. This needs to consist of a commitment not 
just by health ministries, but also by the other sectors already 
mentioned which may be relevant to mental health care (7,9). 
To address challenges in the implementation of these policies 
and to reduce the gap between mental health policy and prac-
tice, in particular in some of the Eastern and South-Eastern 
countries of the region (12), detailed, feasible (though ambi-
tious), sustainable and highly practical implementation plans 
and programmes should be developed.
Resources (financial and human)
A common challenge in implementing mental health poli-
cies is the lack of adequate funding mechanisms for mental 
health, in particular in much of Eastern Europe (17). Related 
to this is a shortage of human resources. Mental health staff 
numbers have increased in several EU countries (9), but most 
of the mental health workforce in Europe is concentrated in 
a few high income countries, and human resources for mental 
health are still lacking in many other parts of the region (12). 
For example, whilst some of the high income countries such 
as Belgium, Finland and Iceland have over 20 psychiatrists 
per 100,000 population, other countries such as Turkey or 
Tajikistan have less than 2 (see Table 1). This shortage typi-
cally results in mental institutions being retained and staff 
being assigned to mental institutions (7), which in turn leads 
to community mental health facilities being hugely under-
staffed (17). Moreover, mental health workers are often un-
derskilled due to insufficient resources for training (7,12). 
Since community mental health care overall has been 
shown to be cost-neutral compared to institutional care 
(61,62,64,65), one solution in optimizing the use of available 
resources is to gradually shift financial and human resources 
from large mental institutions to community services (9,61, 
62,64,65). This requires a changing of staff roles, responsibili-
ties and expertise, for instance through mental health work-
force strategies (12), as well as new ongoing mental health 
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training programmes and an inclusion of mental health into 
general health care education programmes (7,9, 12,61,64). 
Staff anxieties and uncertainties due to changing roles and 
service structures should also be addressed (61,64), and 
working conditions and pathways for career development 
should be improved to reduce staff turnover (7).
Research evidence
An evidence base is vital to determine the effectiveness of 
community mental health services. However, this is still lack-
ing for most countries in the European Region, in particular 
outside the UK and other high income (primarily EU-15) 
countries. High-quality and well-defined evaluative research 
is needed across countries to strengthen the evidence base 
for clinical outcomes and cost-effectiveness of community 
mental health services, as well as the relative effectiveness 
and efficiency of policies and programmes (12). To avoid du-
plicating information unnecessarily, this should include stan-
dardizing data collection systems and indicators across the 
region (for instance through the publishing of data collection 
guidelines) (7,9,12), and forming a consensus on definitions 
of service components (12). This, together with adequate dis-
semination systems, may enable evidence-based compari-
sons of services and programmes to be made, which may in 
turn inform policies (7,9,12) and allow for a more informed 
allocation of limited resources (7). 
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